A 37-year-old woman was admitted for intense, continuous pain in the epigastrium and right hypochondrium accompanied by nausea, vomiting, tachycardia, and diaphoresis after eating food with a high fat content. She stated that she had presented with similar symptoms that were managed medically on an outpatient basis. Physical examination revealed a body temperature of 36.8 • C, RR 18, HR 79, pulse 79, BP 130/78, signs of mild dehydration, no jaundice, no cardiopulmonary pathology, with abdominal pain at 8/10 palpation, positive Murphy's sign, negative costovertebral percussion, and the presence of peristalsis. The patient had no family history relevant to her present illness.
Liver and biliary tract ultrasound identified thickening of the gallbladder wall and gallstones. Complete blood count reported leukocytosis of 17.4 x 10 3 with neutrophilia. Acute calculous cholecystitis was diagnosed and laparoscopic cholecystectomy was performed. The gallbladder had multiple omental adhesions, pericholecystic fluid, and a 1 x 0.5 x 0.5 cm mass with the appearance of liver tissue in the medial gallbladder wall (Fig. 1 ). The gallbladder was extirpated using the conventional laparoscopic technique leaving the mass intact in the wall. The histopathology report stated gallbladder with the presence of mature, subserosal liver tissue, consistent with heterotopic liver in the gallbladder wall (choristoma) and acute cholecystitis overlapping with chronic calculous cholecystitis. Patient progression was satisfactory and she was released 48 h after the procedure.
The term choristoma refers to a neoformation with histology of heterotopic normal tissue. There can be ectopias of different organs and tissues in the body. One of the better known is of the pancreas, which can be found in nearby areas such as the duodenum, stomach, and Meckel's appendix. Choristomas of amygdala, lung tissue, mammary tissue and grey matter, among others, have been reported in different locations of the body, including the eye, vulva, and bone. 1---3 The native liver can have accessory lobes communicated by a stalk of normal liver tissue. However, there are cases of heterotopic liver tissue without vascular, biliary, or parenchymatous connections, corresponding to a choristoma. There are different theories as to the origin of this entity. The most accepted is aberrant migration of liver tissue during embryologic development. During the fourth week of embryologic development, the liver and biliary system arise from the hepatic diverticulum of the liver bud and migrate in the direction of the septum transversum. Migration abnormalities may be the main cause of this condition. 4 The presence of ectopic liver has been reported in extraabdominal sites such as the chest, or abdominal sites that include all possible locations. The gallbladder is the most frequent and it is mainly located on the serosa, but it can also be found on the muscular or subserosa layer, as in this case. 5 It is difficult to evaluate the real incidence of ectopic liver tissue in the gallbladder. The reported incidence of ectopic hepatic tissue in other locations in the general population varies from 0.24-0.47%. 4 The incidence of liver choristomas in the gallbladder is also variable. Eiserth 6 found only 3 cases in 5500 autopsies (0.05%). More recently, Watanabe et al. 5 reported 3 cases in 1060 laparoscopies (0.28%). To the best of our knowledge from our literature review there are only 61 histologically confirmed cases of ectopic liver tissue in the gallbladder. 4 This disease can be associated with other congenital anomalies such as biliary atresia 1 or agenesis of the caudate lobe, 7 but they have not been described when the heterotopic tissue is situated in the gallbladder. 8 It can also appear together with other pathologies. Choristomas have been reported with fat infiltration, cirrhosis, or even hepatocellular carcinoma, coinciding with similar findings in the native liver. Ectopic tissue has been observed to have a susceptibility toward carcinogenesis, probably due to the metabolic alterations associated with the lack of normal venous and biliary drainage, and therefore its surgical resection is recommended given the high risk for developing hepatocellular carcinoma. If the histopathology study confirms a malignant neoplasia, a second surgical intervention is recommended to widen the resection margins with regional lymphadenectomy.
Choristoma is generally asymptomatic, but on rare occasions it can cause acute symptoms. 4 Its diagnosis is not simple, given the lack of its own clinical manifestations. In regard to liver choristoma in the gallbladder, symptoms are frequently related to the clinical symptoms caused by gallbladder pathology and its discovery is made during the surgical intervention for that pathology, as occurred with our case. Its discovery has also been made during adult, as well as fetal, autopsies. 6 Its own symptoms can present in cases of torsion, hemorrhagic necrosis, rupture, or compression into other structures.
Its identification through imaging studies is almost null. Of the 61 reported cases of gallbladder choristoma, only one was preoperatively diagnosed through ultrasound and another through computerized tomography and neither image was interpreted as liver tissue, but rather as a nonspecific tumor. 9,10 Our case was not detected through ultrasound either.
Some authors are of the opinion that laparoscopic cholecystectomy has contributed to the better identification of these cases that are then confirmed in the histopathology study. 6
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